Objectives: Concerns regarding lack of privacy, poor patient understanding, and physician discomfort have led to a decline in rounding at the bedside. Our project explored patient perceptions of the implementation and value of bedside rounding.
O sler stated that "it is a safe rule to have no teaching without a patient for a text and the best teaching is that taught by the patient himself." 1 Bedside rounds were foundational to medical education by allowing for the validation of patient history, teaching of physical examination skills, and modeling of empathy and effective communication. Despite these benefits, the percentage of rounds held at the bedside declined rapidly from 75% in the 1960s to 8% to 25% today. [2] [3] [4] Proposed reasons for this decline include physician lack of comfort with bedside rounds, increased reliance on technology, shorter patient lengths of stay, and resident physician work-hour restrictions. 5 Physicians believed that patients would be uncomfortable with complex medical theory 6 and group discussion of private information. 7 Because of perceived patient concerns about bedside rounding, some physicians preferred conference room rounding, in which they could further guide discussion toward areas of expertise without patient involvement. 8 A study compared patient perspectives on bedside versus nonbedside rounds and found no statistically significant differences in the patient assessment of involvement in medical decision making, trust in physicians, and overall satisfaction. Patients reported increased compassion by the medical team with bedside rounds, however. 4 Other studies showed that patient satisfaction was at least as high with bedside rounds and that patients benefited educationally. [9] [10] [11] [12] The literature regarding the patient experience, perceptions, and perspectives on bedside rounding is limited. We sought to assess patient perspectives about bedside rounds, including the interaction with the medical team and the format of bedside rounds. To our knowledge, we present the first mixed-methods study regarding patient preferences for bedside rounding.
Methods

Participants and Setting
Participants were adults admitted to the general medical floor at Yale New Haven Hospital's Saint Raphael Campus in New Haven, Connecticut. In-person interviews were conducted within 48 hours of admissions that occurred on 28 days between November 2014 and March 2015. In this convenience sample, participants were excluded if they were younger than 18 years, did not speak English as their primary language, were delirious, or declined rounds at the bedside. The rounding group comprised one or two teams that consisted of an attending, medical resident, intern, and medical student. The Yale University School of Medicine Human Investigations Committee approved the protocol, and all of the participating patients provided signed consent.
Data Collection
Semistructured interviews consisted of both quantitative and qualitative portions, by a single interviewer (N.O.A.-T.). Interviews were audiotaped and transcribed. Question topics included experience with rounds, interactions with doctors, comfort levels, and degree of understanding their care. After the interviews, participants completed a written quantitative survey composed of statements, with the level of agreement assessed by a 5-point Likert scale. The survey also included demographic questions, including age, sex, and the highest level of completed education.
Data Analysis
Two reviewers (A.F.S. and A.N.S.) independently reviewed all transcripts and then met to discuss codes assigned to small blocks of text until agreement was reached. Coding and subsequent analysis was completed using NVivo (version 10, QSR International Pty, Doncaster, Australia). Grounded theory, from which new theories can emerge spontaneously from gathered data, 13 was used to analyze the interviews, develop the coding tree, and identify the themes.
14 Using the constant comparative method, 14 interviews were analyzed and conducted until thematic saturation (the point after which no new themes emerge from subsequent interviews) was achieved. Agreement levels for survey questions were summarized by n (%) and further tested for association with patient sex or education level using the χ 2 test to determine the P value (SAS version 9.4, SAS Institute, Cary, NC).
Results
Of the 89 patients admitted to the teaching floor, 51 (57%) experienced bedside rounds (Fig. 1) . Six patients declined bedside rounds, and 32 patients were unable to undergo bedside rounds because of their dementia, worsening medical condition, or inability to speak English. Of those remaining, 38 patients participated in this study. Of the 13 patients who did not complete the subsequent survey and interview, 5 patients declined, 3 patients had a worsening medical condition, 2 patients could not read English, and 3 patients were away from the room. Of the 38 participants, 16 were women and 22 were men. Ages ranged from 18 to 88 years, and 74% of patients were older than 50 years. The level of education ranged from the eighth grade or lower to more than 4 years of college.
Qualitative Results
We found the following themes and included representative quotes to highlight patient perspectives (Table 1) : bedside rounds enhance patient-physician dialog and provide muchneeded attention to patients, lack of preparation and loss of attention can lead to patient discomfort, optimal number of participants on rounds depends on room size and patients' preferences, patients prefer bedside rounding compared with hallway rounding, rounds in a multiple-bed patient room raise the issue of confidentiality, and patients do not have a clear idea regarding the purpose of bedside rounds.
Bedside Rounds Enhance Patient-Physician Dialog and Provide Much-Needed Attention to Patients
Patients viewed bedside rounds as helpful for both themselves and round attendees. Physicians enlightened the patient about his or her condition, used language that was largely understandable to the patient, and engaged in face-to-face dialog that permitted the patient to ask questions and voice opinions; for example: "I like it when people are looking at me and I am looking at them and I like when doctors talk to me, not at me." Patients viewed themselves as able to correct miscommunications immediately with the medical team.
Patients also perceived rounds as an appropriate venue to develop trust with a new medical team. They frequently mentioned the ability to meet and spend time with the medical team: "I prefer bedside rounding because of the fact that I am not out of the loop or anything." Patients frequently praised thorough explanations from physicians and prized the opportunity to ask the physician direct questions and receive truthful answers: "Because then I can participate, understand, and not feel as though anything may be hidden from me."
Patients appreciated physicians' providing them with undivided attention on bedside rounds. By spending time at the Fig. 1 . Overview of the participants in this research study, broken down in terms of the number of patients admitted, the number of patients experiencing bedside rounds, and the number of patients who completed the survey and interview.
bedside and allowing time for conversation, physicians became physically and mentally present: "What I like was eye contact … eye contact with everybody in here who spoke."
Lack of Preparation and Loss of Attention Can Lead to Patient Discomfort
Although bedside rounds helped foster patient-physician relationships, bedside rounds seemed impersonal when there were too many participants, team members' roles were not clarified, and listeners were distracted: "They just sat around and, as I said, they looked very bored." One patient disliked how she was not informed previously about bedside rounding, including the number of participants and discussion expectations: "Just when they first walked in, it was really awkward … Uh, like, hello, what is going on here." Patients appreciated the use of common language instead of jargon: "They were using doctor terms and I really appreciate if they reduce to layman terms and explain what it means." Lack of attention during rounds They just sat around, and as I said, they looked very bored.
Need to involve the patient It is very impersonal if you are standing out there and talking … like you are a fixture and you should be involved in your own decisions and care.
Importance of eye contact What I like was eye contact … . For me that's important and that eye contact with everybody here who spoke. Knowing the medical team It [Bedside rounding] makes me a bit more personal with the doctors. I can get to know them better.
Need to obtain patient permission prior to rounds Just when they first walked in, it was really awkward … ah, you know, like hello, what is going on here.
Interactive clinical discussion Updating the patient about the situation For the patient, it makes them more comfortable to see the doctors working.
Awareness of space limitations Small rooms, very crowded, the nurse had trouble getting in and out … . Four out of five just really kind of see and hear and don't say or do anything, so a couple less is all right.
Allowing for questions If I don't understand, I can ask my direct question.
Number of people on rounds
Multiple opinions lead to better care I like the idea that I get probably like I said more heads, more opinions, more thoughts because I noticed with this group that was here, someone over here was saying something, but he was kind of disagreeing and I like that, you know, that way of getting different opinions.
Multiple physical examinations are annoying If you have one doctor who did the initial exam, he/she should be able to say "Okay, Mr. M has an abscess on his leg ... ." Finally, when the team comes in, all they have to say is "Okay, Mr. M, we are gonna do this … . Every time you take the blankets off of me, I get cold again and then I have to warm up so ... .
No limitation on round participants given interest As long as they are learning, it does not matter the number, whether they are seven or seventeen. They were all bouncing ideas off each other and with me and I thought it was a wonderful discussion.
Too many participants limit questions I would say four to six because then you get a chance to make your own voice known … and then the doctor would have enough time to answer those patients.
More participants increase privacy concerns I would say three [participants] … just keep it, you know, more confidential.
2-bed rooms increase privacy concerns
The guy in the next bed was probably not a problem because I will probably never see him again … . Some things that were discussed that were pretty confidential and private and it just seems odd that just occurred between the, you know, stranger in the next bed.
Too many participants are intimidating I think it is more, like, intimidating … a smaller group is better.
Purpose of rounding
Educate the patient I mean, they were kind, they answered my questions to my, you know, to my what would I could and how I can understand it, and they were just really good.
Educate the medical trainees It's for the young and not for me because they have to learn. That's why he showed them I have a rash, he showed them where it is, and he called what it was … . I don't know what he meant, but he should try to teach them … that's what a teaching hospital does.
Educate the residents and physicians I think a lot of it is for the doctors, to train their staff.
Follow patient progress and develop clinical plan They were checking the morning to see the progress and formulated a plan from there.
Information capture from patient Team working together and they learn from each other as much as they learn from the patient and as much as the patient learns from the doctors as to what is the problem.
Optimal Number of Participants on Rounds Depends on Room Size and Patients' Preferences
Patients held wide-ranging views on the optimal number of rounds participants. Some respondents mentioned that there were too many people, small rooms prohibited a comfortable environment, and too many voices did not leave enough time for patient questions. "I had to interrupt to be able to make my voice known. It's fine, but maybe as they are too many, you lose a lot in the translation and they don't have enough time to spend with the patient." In addition, patients felt anxiety about too many attendees: "If it is too many people, I get nervous." Despite being aware that the hospital is an academic teaching institution, some patients still did not appreciate medical trainees on rounds: "I mean I want a regular doctor, I don't want, you know, someone there who is teaching. It is my business and it's just too many people."
Although fewer bedside rounds attendees appeared to enhance the perception of patient privacy, some patients valued the educational aspect of rounds and sought to include anyone who was involved with patient care or wanted to learn. One patient had an open-door policy: "I would say anybody come in … they are doctors and nurses." More participants heightened patient anxiety during physical examinations by reproducing pain or embarrassing the patient with repeat examinations, however: "A little uncomfortable. It's my butt they are checking out. It is a little bit embarrassing." In the quantitative answers, patients responded that the optimal number of bedside rounding attendees averaged six (answers ranged from two to no limit).
Patients Prefer Bedside Rounding Compared with Hallway Rounding
All of the patients preferred bedside rounding compared with rounding in the hallway, except one patient who was indifferent because of concerns about privacy and informational transparency from the medical team. For instance, one patient said: "I don't want nobody to hear my stuff in the hallway, because of confidentiality. So, it is just better that they do it here [bedside] ." Moreover, patients cannot hear the discussion in the hallway, and may feel that the medical team is hiding information from the patient or feel left out: "Because then I can participate, understand, and not feel as though anything may be being hidden from me." For some patients, the answer to this question seemed obvious because patients wanted to be a part of the discussion: "I am the patient and that [the bedside] is where it should be done."
Rounds in a Multiple-Bed Patient Room Raise the Issue of Confidentiality
Some patients were concerned about the presence of neighboring patients during rounds: "Some things that were discussed were pretty confidential … just seems odd that [it] just occurred between the stranger in the next bed." Yet, many patients felt that rounding in a two-bed hospital room was acceptable. Although 26 (68%) patients agreed or strongly agreed that it is acceptable to have bedside rounds in a two-bed room, 12 (32%) patients remained undecided, disagreed, or strongly disagreed (Table 2) .
Patients Do Not Have a Clear Idea Regarding the Purpose of Bedside Rounds
Thoughts about the purpose of bedside rounds were diverse. Many patients believed that the purpose of bedside rounds was for patient care, but others mentioned educating the patient, understanding how the patient feels, and updating the patient: "[The purpose of rounds is to] come up with a solution for what needs to be done that makes me feel better." One patient thought that rounds provided medical education but served no patient purpose. Other patients mentioned that rounds allow for team communication and doctor-patient teamwork. At least five patients had no idea about the purpose, replying when asked: "I really don't know. I really don't." A patient even thought that rounds hasten recovery.
Quantitative Results
Of all of the participants, 97.5% agreed or strongly agreed that the team introduced themselves when they came into the room, and 73.7% believed that the team explained their roles during rounds. A total of 78.9% believed that at the end of bedside rounds, they knew who was responsible for their care. All of the participants reported feeling respected by the doctors during rounds (Table 2) .
A total of 52.6% of participants thought that doctors used medical jargon that they could not understand, and 92.1% believed that they could ask questions. By the end of rounds, 76.3% reported understanding the plan for the day and 57.9% reported having a good understanding of their medical condition.
In total, 68.4% of patients believed that it is acceptable to have bedside rounds in a two-bed room and 94.7% thought that their privacy was respected and maintained during the rounds. On a 5-point Likert scale, the average response to the statement "I feel that it is acceptable to have bedside rounds in a 2-bed room" was 3.66 of 5 (Table 3) . Some average responses to other statements were a full point higher, such as the average of 4.6 of 5 for the statement "At the end of the bedside rounds I knew who was responsible for my care" (Table 3 ).
Statistical Analysis: Effects Stratified by Sex and Education
Sex Affects the Reported Understanding of the Plan for the Day and Understanding Who Is Responsible for Medical Care
Compared with female patients, 34.6% more male patients reported strongly agreeing or agreeing with the statement "After bedside rounds, I had a good understanding of the plan for the day" (P = 0.02). Similarly, compared with female patients, 28.4% more male patients reported to strongly agree or agree with the statement "At the end of the bedside rounds I knew who was responsible for my care" (P = 0.05; Table 2 ).
Education Level May Affect the Patient's Degree of Concern Over Multiperson Patient Rooms
When stratified by educational level, patients who attended high school or lower grades were 60% more likely to agree or strongly agree with the statement: "I feel that it is acceptable to have bedside rounds in a 2-bed room" compared with patients with some college education or more (Table 2) . This difference was not statistically significant in this small study (P = 0.08).
Discussion
Traditionally, bedside rounds served as the backbone of medical student and house staff education. Over time, the prevalence of bedside rounds has decreased. Although the medical literature has generally evaluated bedside rounding from the perspective of trainee education, there have been several studies from the perspective of patients using surveys and interviews. 3, 4, 12, 15 This article presents, to our knowledge, the results of the first mixedmethods study on patient preferences for bedside rounding.
Ramirez et al randomized patients to bedside or nonbedside rounds and, based on survey responses, found no differences in the levels of patient satisfaction and trust in the medical team. 4 In a qualitative study, Fletcher et al interviewed patients at a Veterans Affairs hospital and found that patients valued sharing information; seeing evidence of caring, involvement in teaching, and bedside manner; and knowing team members. 16 Our mixed-method research builds upon these findings. Many patients preferred bedside rounds and mentioned the importance of face-to-face discussion with and undivided attention from physicians. In our study, 58% of patients reported a better understanding of their medical condition, and 100% reported feeling respect from doctors, which is consistent with results from another study. 9 When attending physicians were asked about the reasons for the decreasing prevalence of bedside rounds, they cited patient-specific barriers such as lack of patient privacy, poor patient understanding of their disease, patient discomfort with a physical examination, and language barriers. 7 We found these physician assumptions to be unfounded. Most patients felt comfortable about discussing sensitive information while sharing the room with another patient. By avoiding jargon and using language that is understandable to the patient, we found that patients reported understanding their illness better after rounds. Although physicians were correct in assuming patients to be wary of repeated physical examinations, patients appeared to value physician interactions over these concerns.
Given our findings that patients prefer bedside rounding, the decline in the percentage of bedside rounding may be attributed to attitudes of residents and medical trainees. In support of trainee aversion to bedside rounding, two studies found the overwhelming majority of medical students and house staff favored presentations away from both the inpatient hospital room 11 and the outpatient examination rooms. 10 These different preferences hint at opposing views regarding the optimal location of rounds.
Previous research suggests that having a physician's full attention is important to patients. 16 A qualitative study that explored bedside interactions from the patient perspective found the categories of information exchange, evidence of caring, involvement in education, knowing the team, and bedside manner to be important. 16 This study highlighted the importance of team member introductions to the patient, the patient's role in teaching, and caring for the patient. Our research supports these findings because many patients mentioned the importance of face-to-face discussion with the physician and deeply valued undivided attention from physicians. Well-conducted, patientfocused bedside rounds help to build a patient-centered culture on hospital wards.
With these different expectations of bedside rounds, we offer this summary of patient expectations. Patient experience is enhanced by adequately preparing patients before rounds (eg, explaining the purpose and structure of bedside rounds), limiting participation to six or fewer attendees, introducing all of the participants and explaining roles, using patient-centered language with prompt explanation of medical jargon, and allowing adequate time for patient input and physician response. Clinicians also must remain sensitive to topics discussed in a two-bed room. Before the completion of rounds, the team should ensure that the patient has a better understanding of his or her medical condition and plan.
Compared with female patients, male patients more often reported understanding the medical plan and appeared to better know the physicians responsible for their care. Despite these results, it remains unclear whether patients truly understood their plan of care or the identity of the responsible physician because this difference was based on self-reported questionnaires. Economics literature suggests that women tend to be less sure about the accuracy of their answers and select less extreme choices on surveys when compared with men. 17 These differences in self-reporting may be interesting to explore further.
The limitations of this study include that the research was performed at a single institution and that interviewer bias could occur because one resident conducted the interviews and distributed the surveys; however, we conducted interviews until thematic saturation was reached. It is feasible that the authors' medical background may have prevented the appreciation of themes that would be more evident when approached through a nonmedical lens. We excluded patients who did not speak and read English and therefore we may not have been able to capture some cultural nuances. Statistical limitations include the lack of random selection and small sample size that is not powered to detect statistical differences with subanalysis. Lastly, because several patients declined participation, our results may be skewed.
Conclusions
Our study suggests that patients hold positive views regarding bedside rounds and prefer that rounds occur at the bedside. Although patients demonstrated unique preferences for aspects of the implementation of bedside rounds, the majority found rounds to be informative, personable, and beneficial. Concerns about patient privacy or use of medical jargon weighed less heavily than the perceived benefits of team communication and education. We found statistically significant sex effects regarding patients' perception of understanding the medical plan for the day and a borderline result for knowing who was responsible for their care. Well-conducted bedside rounds can build patient-physician rapport and promote a patientcentered culture. More research can be done regarding the effects of establishing expectations about bedside rounding and promoting physician comfort with bedside presentation. In the meantime, physicians can best serve their patients by understanding individual preferences to achieve patientcentered care.
